A 78-year-old obese and hypertensive female presented to the emergency department with acute chest pain. On physical examination blood pressure was 90/50 mmHg and her heart rate was 110 b.p.s. The electrocardiogram (Panel A) was notable for right-axis deviation and ST-segment elevation in DI, aVL and precordial leads, with reciprocal changes in inferior leads. The patient was immediately submitted to coronary angiography that showed multiple intracoronary thrombi across left anterior descending and circumflex artery (Panel B, white arrow), without significant coronary artery disease. Thrombus aspiration was attempted (Supplementary material online, Videos S1 and S2), with partial success under abciximab infusion and intra-aortic balloon assistance. Owing to persistent haemodynamic instability, a transthoracic echocardiogram was performed, revealing a mass across both right and left atrium (LA). Transoesophageal echocardiogram revealed a mobile thrombus (blue arrow) with a narrow stalk crossing the interatrial septum (*) in the region of the foramen ovale (Panels C and D; Supplementary material online, Videos S3 -S5) and a dilated pulmonary trunk (Panel E) with right pulmonary artery thrombosis (Panels C and F, yellow arrow, Ao, Aorta, Supplementary material online, Video S6). The patient progressed in a cardiogenic shock with fatal outcome. Thrombolysis was not administered for the previous antithrombotic therapy. This case clearly illustrates paradoxical embolism through a patent foramen ovale as a mechanism of acute myocardial infarction.
Supplementary material is available at European Heart Journal online. Progression of coronary artery calcification seems to be inevitable
